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10. SUBJECT OF AMENDMENT: 

Ocular Services and DentalServices 
~~ 

1 1. GOVERNOR’S REVIEW (Check One): 
GOVERNOR’S OFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED:

0 COMMENTS OF GOVERNOR’S OFFICE ENCLOSED The Governor’s Office does not
0NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL wish to review the State Plan Amendment. 
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9. 

10. 

11. 

Clinic services are subject to the same limitations listed elsewhere in this attachment, e.g.,
limits on prescriptions and physicianoffice visits. 

Dental services are limited to emergency care only. Requirements for prior authorization 
for oral surgery are specified in the Medicaid Services Manual, Chapter 1000, Addendum A. 
For those individuals referred for diagnosistreatment under the Early Periodic Screening, 
Diagnosis and Treatment Program dental services are not so limited, and the full range of 
dental care is providedwithoutauthorization. Orthodontics through EPSDT require prior 
authorization. 

Physical therapy and related services must be prescribed by a physician, and, are limited to 
servicesrequired for restitution andor rehabilitation as contrastedwith maintenance or 
palliation. Hospital inpatient therapy is limited to the same range of services that Medicare 
covers for its beneficiaries. Long-tern-care facility inpatient therapy and therapy provided 
outpatients, other than emergencies or initial evaluations, require prior authorization from 
the Nevada MedicaidOffice on form NMO-3. 
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4. The Medicaidprogram restricts coverage of certain covered outpatient drugs 
through the operation of a prior authorization program. The prior authorization 

aprocess provides for turn-around response by either telephone or other 
atelecommunications device within twenty-four hours of receipt of prior 

authorization request. In emergency situations, providers may dispense at least a 
seventy-two hour supply of medication in accordance with the provisions of $1927 
(d)(5) of the Social Security Act. 

5. 	 Pursuant to Section 1927(d)(6) the State has established amaximum quantity of 
medication per prescription as a 34-daysupply. 

a)Inthose cases where less than a 30-day supply of maintenance drug is 
dispensedwithout reasonable medical justification, the professional fee 
may be disallowed. 

b) 	 In nursing facilities if the prescriber fails to indicate the duration of therapy 
for maintenance drug, the pharmacy must estimate and provide at least a 30
day supply. 

12.b.Dentures are allowed every 5 years. 

c.Prostheticdevicesmust be prescribed by a physician or osteopath andmust be prior
authorized by the Nevada Medicaid Office on Form NMO-3. 

d. 	 Eyeglasses are limited to those prescribed to correcta visual defect of at least 0.5 
diopters or 10 degrees in axis deviation once in 12 months. In addition, they are 
available on the periodicity schedule established for EPSDT. 
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